Introduction {#S1}
============

Basosquamous cell carcinoma (BSCC ) is a rare malignancy with features of both basal cell carcinoma (BCC ) and squamous cell carcinoma (SCC ) ([Fig. 1](#F1){ref-type="fig"}). The recent World Health Organization (WHO) classification of head and neck tumours [@R01] defines BSCC as an aggressive subtype of SCC . The incidence of BSCC among BCC has been estimated to be 0.4-12% [@R02] and its higher metastatic propensity compared to SCC , is clearly highlighted in the literature [@R03] [@R04]. Rare cases of BSCC with either leptomeningeal carcinomatosis [@R05] or infiltrating cerebral tissue [@R06] have been reported. Disease onset usually occurs between the sixth and seventh decade, with the skin of the head and neck being the sites most involved. A more aggressive behaviour has been recorded in patients with recurrence, and male sex has been statistically correlated with likelihood of recurrence [@R07].

![Photomicrograph of the biopsy specimen (haematoxylin/eosin staining), showing basaloid cells and focal areas of squamous differentiation with keratinization.](0392-100X-33-353-g001){#F1}

Palliative treatment in head and neck cancer aims to improve the patient\'s quality of life. In some cases, palliative treatment can prevent life-threatening complications (such as rupture of vessels) thus prolonging patient survival.

Herewith the case is presented of a patient with BSCC of the supraorbital skin, infiltrating the cerebral tissue and with widespread regional metastatic ulceration of the left parotid region. The patient underwent palliative treatment with surgical coverage and radiotherapy.

Case report {#S2}
===========

A 54-year-old male patient consulted our first aid unit on account of moderate bleeding from the neck. Upon physical examination, on the left side, a 3 × 2 cm non-bleeding ulceration of the frontal skin was found and a wide (approximately 10 × 5 cm) ulcer involving the left parotid area from the zygomatic arch to the level of the hyoid bone, eroding the external ear canal, disrupting most of the pavilion and causing complete peripheral facial nerve paralysis ([Fig. 2](#F2){ref-type="fig"}). The patient also presented a moderate trismus with 1.5 cm maximal mouth opening. Upon visual inspection, it was possible to clearly perceive the carotid pulse at the jugulo-digastric level.

![Pre-operative aspect of the left parotid region.](0392-100X-33-353-g002){#F2}

Laboratory tests revealed a haemoglobin value of 12 mg/ dl with normal electroytes.

Discussing the medical history, the patient reported having undergone surgery abroad (Albania) for BCC of the frontal skin. Unfortunately, earlier detailed charts were not available, and relatives could not provide exhaustive information about previous surgical treatment. It was certain, however, that the patient had never received either radiotherapy or chemotherapy and that, abroad, no further treatment options were advised besides pain control. From these findings, it was assessed that the disease appeared 2 years before as a left-sided frontal skin lesion for which the patient had undergone local excision. Six months later, the patient developed a left parotid-cervical mass that was treated with parotidectomy and lymphnode excision (no codified type of neck dissection was performed). Furthermore, 6 months after parotid-cervical surgery, a non-healing ulceration, which became progressively enlarged, appeared in the parotid region with concomitant facial paralysis. Moreover, a necrotic sore developed from the operated frontal skin. Since then the patient experienced progressive fatigue with consistent limitation in his daily activities, increasing pain that required morphine patches, and weight loss (8 kg in the last 6 months). He never experienced either seizure or any other kind of cerebral symptom.

Contrast enhanced CT scan of the head and neck and thorax showed infiltration of the meningeal and cerebral tissue of the left frontal lobe, infiltration of the mastoid middle ear, complete encasement of the left internal and external carotid arteries with involvement of the pterygoid muscles and skull base ([Fig. 3](#F3){ref-type="fig"}). No evidence of distant lung metastasis was observed. After appropriate counselling and multidisciplinary evaluation, the patient underwent surgery. Extensive biopsies of the parotid ulceration\'s borders were submitted for frozen section analysis that revealed BSCC (tumour staging rT4N1M0 [@R08]). The edges of the skin were resected until macroscopic healthy tissue was found. A generous undermining of the cervical skin, reaching the superior border of the clavicle, was carried out in order to avoid further incisions in the neck. A *pectoralis major* flap with a skin paddle of 20 × 8 cm was transposed to cover the defect. The external auditory canal was obliterated.

![Pre-operative CT scan. A: infiltration of the frontal bone and cerebral tissue. B: Involvement of the lateral pterygoid plate, tumour extension to the parapharyngeal space with encasement of the styloid process and internal carotid artery that lie close to the bottom of the ulcer.](0392-100X-33-353-g003){#F3}

The post-operative course was uneventful, flap viability was optimal and no wound dehiscences occurred. The patient was discharged on the 4^th^ post-operative day having been advised to undergo palliative radiotherapy that was started on the 15^th^ day. External beam three-dimensional conformal radiotherapy was carried out using 6-MV photons (linear accelerator) equipment. Planning CT scan was performed in treatment position with a customized head mask. The gross tumour volume (GTV), the clinical target volume (CTV), the planning target volume (PTV) and the organs at risk (spinal cord, lens, eyes, etc.) were delineated on each slice. Radiotherapy was delivered to the cervicoparotid region with standard fractionation (2 Gy per day, 5 days a week) using three coplanar converging wedged beams ([Fig. 4](#F4){ref-type="fig"}) and was stopped, at a total dose of 44 Gy, when a neck abscess developed at the operated neck side. The abscess was treated with surgical evacuation by means of simple pen rose drain introduction and antibiotic administration. Since GTV, at this site, was strictly related to the spinal cord, it was not possible to achieve a higher total dose. The supraorbital frontal skin recurrence was treated with electron beam radiotherapy with standard fractionation until a total dose of 44 Gy was reached.

![A: Planning CT scan, transversal dose distribution for three-dimensional conformal radiation therapy, three wedged fields. B: Organs at risk and treatment volumes, three-dimensional three fields isodose reconstruction.](0392-100X-33-353-g004){#F4}

Adjuvant chemotherapy was planned and advised, after the end of radiation, but the patient refused.

After 18 months of follow-up, no signs of tumour progression were noted, the patient is currently pain free, no increase in trismus was observed, and a slight gain in weight was recorded (4 kg since the end of radiation) ([Fig. 5](#F5){ref-type="fig"}).

![Post-operative result 18 months after palliative treatment.](0392-100X-33-353-g005){#F5}

Discussion {#S3}
==========

In the literature, there are no reports giving guidelines for the management of unresectable neoplastic head and neck ulcerations with vessel exposure.

Unresectable cancer is mainly treated by radiotherapy with comitant chemotherapy, the setting of which is designed for a curative or a palliative intent based on the realistic chances of tumour control. Several host/tumour factors must be taken into consideration in treatment planning: patient\'s general conditions (performance status) and specific comorbidities that might prevent withstanding of the treatment, the possibility of delivering curative doses of radiation without damaging vital structures, the locoregional volumetric extension of the disease, the presence or absence of distant metastases.

In the present case, due to cerebral involvement, it was not possible to offer the patient a chemoradiation protocol with curative intent.

In the case presented, the need for surgical coverage arose from the evidence that radiotherapy is contraindicated in deep neoplastic ulcerations with exposure of great vessels, on account of the serious risk of blow-out with fatal haemorrhage. Regional and distant tissue transfer techniques have increased the possibility of covering vital organs with well vascularised tissue allowing otherwise impossible radiation delivery. Nevertheless, we were unable to predict whether flap transposition would have efficiently covered the defect without dehiscence and without an immediate neoplastic colonization of the transposed tissue from the neoplastic recipient. This was our major concern, but we had to face the fact that no other options were available and that carotid rupture is such a catastrophic event that its exposure represents a surgical priority in itself [@R09]. We felt that the transposition of a *pectoralis major* flap was more appropriate than reconstruction with a microvascular free flap, since the quality of the donor vessels for microvascular anastomosis was questionable.

In head and neck cancer, it is recommended to start postoperative adjuvant radiation, within 4-6 weeks after surgery [@R10] to maximize loco-regional control. Our prompt onset of post-operative radiation within 2 weeks after surgery, despite the development of a neck abscess, might have been a crucial factor in successful palliation.

Even if, however, we obtained a pathologic assessment only of the parotid-neck ulceration, we believe that the frontal lesion had to be considered the primary tumour, while the parotid ulceration was the regional metastatic extension.

Since the frontal ulceration appeared as a non-bleeding necrotic sore, we felt that it was not appropriate to take biopsies that could have worsened the local status and delayed the possibility of radiation delivery. In fact, necrotic tissue frequently hides cancer proliferation, therefore thus preventing the diagnosis. This slight likelihood of obtaining the correct diagnosis with a single bite biopsy leads the surgeon physician to perform multiple biopsies that could jeopardize the clinical condition. Furthermore, confirmation histology of the primary lesion would not have changed our treatment strategy in this particular patient. In the sixth edition of the TNM classification [@R08] (the only one available at the time the patient was treated), a giant unresectable metastatic involvement of the neck and parotid was classified N1 like a single small lymph node metastasis. Recently, in the seventh edition of the TNM classification [@R11], a more accurate N classification for non-melanoma skin cancer has been introduced, accordingly our case would now be classified N3.: N0 no lymph node metastasis; N1 single \< 3 cm; N2 single ≥ 3 to 6 cm, multiple ≤ 6 cm; N3 \> 6 cm. These changes certainly improve the hazard consistency (homogeneity within the group) and hazard discrimination (heterogeneity between the groups) of the classification. However, we feel that a further discrimination between resectable and unresectable regional neck disease might be helpful, considering that treatment and prognosis of these conditions differ consistently. Furthermore, parotid disease, facial nerve involvement and tumour size greater than ≥ 6 cm within the parotid, had less favourable prognosis in terms of survival in several studies [@R12]^-^[@R14].

Based on this concept, several years ago, a new staging system was introduced that separates parotid involvement from cervical lymph node involvement [@R10]^-^[@R12]. Parotid disease was more prognostic of poor survival than neck involvement; in particular, facial nerve involvement and tumour size ≥ 6 cm within the parotid [@R11] [@R13]. These studies were conducted on cutaneous SCC but probably the same findings might be valid also for BSCC .

Conclusions {#S4}
===========

In cases of unresectable neoplastic head and neck ulceration, the combination of surgical coverage with postoperative radiation radiotherapy offers a valid treatment option to achieve a palliation in an otherwise untreatable situation. This report indicates that surgical coverage of vital organs with well vascularised tissue is feasible even in the case of neoplastic recipient ulceration; the authors believe that, in these conditions, early administration of palliative radiation radiotherapy is mandatory.
